he advocated it for a large number of cases of carcinoma of the rectum -viz., those occupying the ampulla or true rectum-he recognized that when the disease affected only the anal canal and anus it might be right to attack it from the perineum, but the coccyx should be removed, the sacrum cleared, and the groin glands extirpated. If the disease occupied the lower part of the pelvic colon, or supra-peritoneal portion of the bowel, so that it could not be dealt with entirely abdominally, then it was justifiable to perform the combined operation, with restoration of the bowel. The invagination method appeared to be least likely to be followed by sloughing. In performing it, there need never be any anxiety as to the possibility of bringing down the colon. Every surgeon had used the incision on the outer side of the sigmoid flexure in order to mobilize it. Mr. Moynihan had suggested that this method could be still further utilized in the combined operation to mobilize the descending colon by prolonging the incision upwards along it.
After closing the abdomen the operation was completed through a perineal incision through which the tumour, with the lower portion of the bowel, was brought and the junction effected. In this way soiling of the peritoneum was avoided, and the perineal wound was very useful for drainage of the pelvis; it also served to keep an observation on the suture line.
Mr. HERBERT F. WATERHOUSE said he was glad to find himself in almost complete agreement with what had been said by Mr. Harrison Cripps and Mr. Edwards. For once, he differed from Sir Frederic Eve, as he (Mr. Waterhouse) was an out-and-out supporter of the parasacral method of excision. The admiinistration for four or five days previous to the operation, by the mouth, of beta-naphthol, in 5-gr. cachets four times a day, was of much service in very greatly reducing the septicity of the bowel, and in diminishing the risk of pyogenic infection of the wound. He regarded the para-sacral method as one of choice, and thought the combined abdominal method should only be exceptionally employed. Of operable cases of cancer of the rectum, eight or nine out of every ten were best removed by some modification of Kraske's para-sacral incision. He thought the method was really due to Kocher, although Kocher only removed the coccyx. Though he had frequently performed the para-sacral operation, he had never found it necessary to remove any portion of the sacrum; it was always sufficient for a surgeon with a hand of ordinary size to re;move the coccyx alone. He thought the removal of any part of the sacrum unnecessarily increased the shock of the operation. Moreover, as the wound was so prone to become septic it was a mistake to have in it an unnecessary section of cancellous bone. In the roomy female pelvis there was never any difficulty in performing the para-sacral excision without removal of any part of the sacrum. In the narrow male pelvis there was some difficulty, but time and perseverance would overcome it. That was also the experience of Professor Kocher, and of the late Professor Senn, of Chicago. With regard to the para-sacral method, it was not sufficiently appreciated how that could be made an aseptic operation if the anus were sewn up before the operation, or stuffed with sterilized gauze. The rectum with the cancerous segment could be drawn some inches outside the anus, and the para-sacral incision could be sewn up, before the bowel was amputated. In that way the para-sacral incision would often heal by first intention. He took it that the great question to be discussed was the relative advantages and disadvantages of some modification of the para-sacral with the combined abdomino-perineal or abdomino-anal operation. He practised the para-sacral method in nearly every case. He admitted that at first sight the combined abdominal method seemed attractive, as it seemed in accordance with surgical instinct to open the abdomen and remove the infected glands. But Mr. Cripps's, Mr. Edwards's and his own statistics showed that in the larger number of cases of rectal cancer which were really operable there were no infected abdominal glands, apart from the sacral glands, and that an operation for the removal of glands by the abdominal route was not necessary, and in many cases he thought it was unjustifiable. Moreover, the advantages of removal of glandular enlargements were theoretical in most cases of rectal cancer which were really operable. By the time the glands along the internal and common iliac vessels were enlarged'the case was no longer amenable to radical treatment. Once glandular involvement had extended to the neighbourhood of the bifurcation of the aorta, the case was not suitable for radical cure. Thus the argument used by supporters of the combined abdominal methods fell to the ground. Against the para-sacral method it was urged that one could not reach high enough up the bowel. But there was hardly a limit to what could be reached in that way if the surgeon would freely incise the peritoneum at its reflexion from the rectum and divide every band which hindered the drawing down of the bowel. Many of those bands contained vessels and lymphatics, and in every operable case the surgeon could bring out the whole of the bowel below the brim of the pelvis through the para-sacral incision without any great tension being put on the vessels supplying the bowel. What one had to contend against in the para-sacral incision was tension. He would sooner practise too free division and draw down an unnecessary amount of bowel than use a stitch which was liable to cut through. He believed that many of the cases in which objections were urged against the para-sacral method were not rectal cancer cases at all, but cases in which the growth was well above the brim of the pelvis. For these the operation of choice was excision of the growth and end-to-end anastomosis by the abdominal route. The objection he had to the combined abdomino-perineal and abdominoanal methods was that they were double operations, done at the same time, with the consequent additional loss of blood and of time occupied, and this in patients who were often worn out by pain, hemorrhage, exhaustion and sleeplessness, and consequently ill fitted to stand the extra strain. The overwhelming objection to combined abdominal operations was their mortality. He believed it was as high as 30 per cent., or more, while that from the para-sacral excision was only a fraction of the above, either 5 or 6 per cent. He therefore asked surgeons to hesitate before choosing an operation with a mortality of 30 per cent., in preference to one of only 5 per cent. In the present state of surgical knowledge such a difference in mortality must be given great weight. One speaker had said that cancer which was not movable should be left alone. He agreed with that except with regard to posterior immobility. By the para-sacral operation excision of cancers which were fixed behind but not otherwise had given excellent, and in certain cases permanent good results.
Possibly in his remarks he had appeared to some to lay too much stress on the value of the para-sacral method, but he felt that it was a most satisfactory operation; and it had yielded him such excellent results that he welcomed the opportunity of recommending it cordially to his surgical colleagues as the routine method in cases of operable rectal cancer. His chief reasons for so doing in comparison with the more formidable abdomino-perineal or abdomino-anal operations, were its low mortality, the considerable* proportion of permanent cures obtained, and the perfection of its results when either end-to-end union of the rectal segments, or suture of the upper end of the divided bowel to the anal margin, after shelling out the lower bowel segment, was practised.
(The debate was adjourned until January 18.)
